                        Hematopathology Request Form
    PM ☐                BMA ☐             BMB ☐           BMB Touch Smear ☐
REFERRING HEALTH INSTITUTION: _____________________DATE: __________
PATIENT IDENTIFICATION 
FULL NAME: _____________________ AGE:_______ SEX: ____ MRN: ________
PHONE NO: ____________________   E-MAIL: ___________________________
REQUESTING PHYSCIAN:  __________________   PHONE NO: _______________                                                                     
E-MAIL:______________________   
RELEVANT CLINICAL DATA: ___________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]RELEVANT LAB DATA& RADIOLOGICAL DATA:_____________________________ ______________________________________________________________________________________________________________________________________
CBC:  WBC___________HGB_________ PLT__________ RDW________________
MCH_____________ MCV_____________ Reticulocyte_____________________
ANY KNOWN DISEASE/ TREATMENT: ____________________________________
___________________________________________________________________
TREATMENT GIVEN (antibiotic/chemotherapy/Radiotherapy):_______________ ___________________________________________________________________
___________________________________________________________________
ASPIRATION/BIOPSY SITE: ____________________________________________
N.B: Kindly note that requests without complete demographic data, adequate relevant clinical data & CBC findings will be rejected.




